sues). Of 16 measure collections, just 3 contained an appreciable (≥10%) representation of overuse measures; nearly half (7 of 16) contained no overuse measures (Figure).
LESS IS MORE

Urinalysis Orders Among Patients Admitted to the General Medicine Service
Urinalysis (UA) is a frequently ordered rapid screening test to exclude the presence of a urinary tract infection (UTI) among patients admitted to the general medicine (GM) service from the emergency department. Despite its excellent negative predictive value, 1 a positive UA result is nonspecific because it occurs in as many as 90% of asymptomatic elderly patients. 2, 3 We hypothesized that overuse of UA in the emergency department contributes to overdiagnosis and excessive use of antibiotics for UTI among patients admitted to the GM service.
Methods | We conducted a prospective cohort study of consecutive adult patients to assess the appropriateness of UA orders on admission to the GM service of a large tertiary care center for 4 consecutive weeks in September to October 2014 and 3 consecutive weeks in January 2015. Each patient was assessed within 24 hours for indications for UA, including symptoms of UTI based on guidelines for patients with and without urinary catheters 3, 4 or acute kidney injury, defined as a 2-fold rise in serum creatinine levels. 5 We recorded the frequency of empirical therapy for UTI, orders for urine culture (UC), and antimicrobial prescriptions based on UC results. We compared the proportion of patients who underwent UC or received antibiotic treatment (empirical or by UC result) using χ 2 tests based on a positive or negative UA result. We assessed predictors of UA orders without indication (UTI or acute kidney injury) using a multivariable logistic regression model with 75 years or older, sex, residence in long-term care, diabetes mellitus, dementia, or presence of 3 or more comorbidities as variables. We obtained approval from the research ethics board of Sunnybrook Health Sciences Center. All data were deidentifed and informed consent was waived. Table 1 . For all patients undergoing UA, the frequency of UC orders and antimicrobial therapy for UTI (empirical or by UC result) are listed in Table 2 . Positive UA results were associated with increased probability of UC orders (P < .001) and antibiotic prescription (P < .001) among asymptomatic patients. After controlling for other independent variables, only the presence of multiple comorbidities was significantly associated with UA orders without indication (odds ratio, 5.3 [95% CI, 2.5-11.0]: P < .001).
Discussion | More than half of our patients underwent UA at admission although most lacked an appropriate clinical indication. Positive UA results from these asymptomatic patients significantly increased their probability of receiving additional low-value care, including UC and antibiotics for asymptomatic pyuria or bacteriuria. Conversely, appropriate UA orders among symptomatic patients were used effectively to exclude UTI and withhold antimicrobial therapy.
These findings highlight the harms of UA overuse in this patient population because positive UA results can introduce cognitive biases in favor of a UTI diagnosis even when patients lack accepted guideline-based criteria. 6 After controlling for other variables, those most likely to undergo UA without an appropriate clinic al indic ation had multiple comorbidities. One possible explanation is that patients with complex medical problems are more likely to undergo a broader net of investigations.
This patient cohort from a single academic center may not reflect the ordering patterns of other institutions. A more liberal definition of appropriateness of UA orders could have included tangentially related complaints, such as abdominal pain or fever without localizing symptoms; however, these additional indications accounted for the minority of presenting complaints in our cohort. The use of a guideline-based definition for UTI may have overestimated the proportion of asymptomatic patients, especially among those who could not communicate their symptoms reliably. However, the presence of dementia was not associated with increased UA orders among patients lacking this UTI definition. Limiting 
Symptom Burden Among Patients Who Were Hospitalized for Heart Failure
Heart failure (HF) is a leading cause of 30-day readmission. 1 Missing from our understanding of decompensated HF is the range and natural history of the symptoms that affect patients. Residual symptoms are known to be a powerful driver of health care use after hospitalization for HF. 2 Intensive symptom management, including palliative care, may represent a promising approach to improving patient outcomes after hospitalization for HF. Our objectives were to evaluate the spectrum of symptoms experienced by patients hospitalized for HF, the improvement in symptoms after discharge, and patients' perceptions of palliative care.
Methods | This was a prospective study of patients who were hospitalized for HF at Yale-New Haven Hospital. The study was conducted from August 21, 2013, through December 31, 2014. Institutional review board approval was given by Yale-New Haven Hospital and written patient consent was obtained. Patients were enrolled within 2 days of hospital admission and queried about symptoms using the Edmonton Symptom Assessment Scale during hospitalization and a follow-up telephone interview 1 week after discharge. This scale ranges from 0 to 10, with higher scores denoting greater severity. Severity ratings were compared between the in-hospital and postdischarge assessments to assess improvement in symptoms. Patients were also queried about existing knowledge of palliative care and interest in receiving palliative care services while hospitalized.
Results | Ninety-one patients were enrolled. The mean (SD) time for the baseline interview was 2.5 (1.6) days after hospital admission. The mean (SD) time for the follow-up interview was 9.9 (4.3) days after hospital discharge. The patients' 
